Pediatric transport medicine and services are required to reduce the incidence of transport-related morbidity during the interfacility transport of critically ill or injured children.

In the United States, pediatric emergency medicine and critical care physicians, nurses, respiratory therapists, and paramedics specially trained for pediatric transport collaborate in the field of pediatric transport medicine (PTM), a field that is not yet established in Korea \[[@b1-cep-2019-01270]-[@b6-cep-2019-01270]\].

The basic components of PTM services include a regional network of community hospitals and pediatric emergency centers, a hotline for established communication and dispatch that facilitates transfer to the pediatric center, emergency transport vehicles, experienced pediatric medical control physicians (MCPs), a pediatric critical care or pediatric emergency medicine (or neonatology) team leader, a multidisciplinary team of specially trained pediatric transport professionals, established operational and clinical policies, and a database for quality and performance assessment.

Because most physicians in community hospitals occasionally encounter critically ill or injured children, they should know whom to contact for help (as well as when and how) with pati ent management and transfer. They should know the hotline number for the communication and dispatch center (e.g., 1800--3323 of the National Medical Center in Korea). A nurse or paramedic on this phone line communicates with emergency departments in regional hospitals to determine the availability of beds in pediatric intensive care units (PICUs). Unfortunately, there are insufficient PICU beds in Korea. We can use the Seoul Mobile Intensive Care Unit (+82-2-762-2525, +82-2-870-1990) upon determining the receiving hospital in Seoul. Although the MCP position is not fully established yet in Korea, the holder of this position provides pediatric transport, and requires pediatric emergency medicine and critical care expertise. The MCP should be available on phone or radio and not accompany the team. The MCP can either recommend directly or ask other subspecialists for further urgent testing or therapeutic interventions of the referring physician before the transport team arrives. The MCP determines the best team composition and vehicle for transport, including the need for physician accompaniment. The transport team leader should notify the MCP before transporting the child to the receiving facility.

There is evidence of a lower incidence of transport-related morbidity of critically ill or injured children transported by pediatric specialty teams than for those transported by generalist teams. In 2001--2002 in the United States, the presence of a specialized pediatric transport team was associated with decreased mortality (23% vs. 9%) and adverse events during transport (61% vs. 1.5%) \[[@b7-cep-2019-01270]\]. Between 2005 and 2008 in the United Kingdom, the presence of a specialized pediatric transport team was associated with a decrease in mortality in 29 PICUs in England and Wales (adjusted odds ratio, 0.58; 95% confidence interval, 0.39--0.87) \[[@b8-cep-2019-01270]\].

In the current issue of Clinical and Experimental Pediatrics, Chaichotjinda et al. \[[@b9-cep-2019-01270]\] reported a 22% incidence of adverse events during the transport of critically ill children in a Thailand hospital. The noncomplication group showed a more frequent presence of physicians during transport (76% vs. 92%, P= 0.028). Theoretically, the MCP should be responsible for assembling and monitoring the escort team members during transport. Although the study was limited by its single-center design, retrospective nature, small number of cases, and absence of multivariate analysis findings, the study suggests that we should hasten the establishment of PTM services in Korea.
